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Introduction

According to the World Health Organization (WHO), “it is 
estimated that globally 450 million people suffer from mental 
disorders.”[1] Around 80% of  the people with mental disabilities 
live in low‑ and middle‑income countries (LMICs),[2] four out 
of  five people with serious mental disorders living in LMICs do 
not receive the needed mental health services.[1] Mental illness 
accounts for 14% of  all disability adjusted life years (DALYs) 
lost worldwide,[3,4] and is one of  the major contributors to the 
global burden of  disease.[3]

Among Indian population, the estimated prevalence of  mental 
disorders is found to be 5.8%.[5] A study from Pune suggests that 
the prevalence of  mental health disorders was 5%;[6] a study from 
Bangalore reports the prevalence of  mental health disorders ranged 
from 9.5 to 102 per 1000 population.[7] A study among elderly 
population of  South India estimated the prevalence of  depression 
to be 12.7%.[5]

Despite the exist ing programs for the control  of  
non‑communicable disease, including mental illness, mental 
health disorders remains as one of  the hidden disease burdens 
in India due to stigma and discrimination.[8,9]

“Stigma can be divided into public and self‑stigma.” Public 
stigma occurs when the general public supports a prejudice 
about a stigmatized group. Self‑stigma occurs when a member 
of  a stigmatized group internalize the negative views held by the 
general public.[10] Given its negative impact on treatment seeking, 
adherence and effectiveness, the stigma associated with mental 
illness can be considered as a major public health problem. The 
main determinants and sources of  stigma, nature and forms of  
stigma are of  interest hence, understanding the stigma faced by 
people with mental illness (PWMI) is necessary. In this study, 
we aim to assess the association of  stigma with mental health 
problems. The study may contribute in bringing up the evidences 
for stigma against PWMI.

Materials and Methods

A community‑based cross‑sectional study was carried out from 
February to July 2014 Udupi district, Karnataka. The sample size 
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estimated was 430, with prevalence as 50% (as no previous data 
on stigma was available). Relative precision was taken as 10% of  
the prevalence, cluster effect as 1.5 and 10% non‑response rate. 
Overall, 500 participants were included in the study.

Data was collected through cluster sampling technique, wards 
from rural and blocks from urban areas were treated as clusters. 
Probability proportional to sampling size technique was used 
to select 10 wards/blocks of  Udupi district, and proportional 
allocation was used to select sample size from each ward/block 
based on the population size of  the ward/block. Convenience 
sampling was used to select households from each ward/block, 
data was collected by conducting house‑to‑house interviews, 
and one participant from each household was selected for the 
interview.

The approval to car ry out the study was taken by 
Institutional Ethical Committee, Kasturba Medical College, 
Manipal (ECR/146/Inst/KA/2014). Written informed consent 
from all the participants was taken before data collection. The 
data was collected anonymously and confidentiality maintained.

Questionnaire design and analysis
The questionnaire consisted of  two parts; first part included 
the open‑ended questions and were interviewer administered 
which consisted of  basic demographics, knowledge on mental 
health, previous and present contact with mentally ill people 
and if  they personally had experienced any mental health 
problem. The second part was used to assess stigma through 
the community attitudes toward the mentally ill (CAMI) scale 
and it was self–administered. CAMI scale was a 5‑point Likert 
scale, the responses ranged from strongly agree to strongly 
disagree.[10] CAMI Scale has four subscales: Authoritarianism (AU), 
benevolence (BE), social restrictiveness (SR), and community 
mental health ideology (CMHI). AU is a “view of  the mentally 
ill person as someone who is inferior and requires supervision 
and coercion.” This implies an authoritative, strict, or oppressive 
personality toward subordinates. BE corresponds to “a humanistic 
and sympathetic view of  mentally ill persons,” a higher BE score 
corresponds to a less humanistic and less sympathetic (malevolent) 
view of  PWMI. SR means “the belief  that mentally ill patients 
are a threat to society and should be avoided.” CMHI is “the 
acceptance of  mental health services and the integration of  
mentally ill patients in the community.”[11] The subscale has 10 
questions corresponding to AU, BE, SR and CMH. This measures 
the behavior toward mentally ill patients by an individual with 
respect to the questions of  each subscale. Overall stigma scores 
against PWMI were calculated by adding the scores of  subscales. 
Reverse recoding was done for negatively stated items for analysis. 
Higher scores indicated high stigma against PWMI.

A pilot study was conducted priory among 40 people and minor 
changes without altering the meaning of  the questions were 
done according to the Indian scenario. The tool was validated 
by experts before conducting the study.

The data collected was tabulated and analyzed by using 
the software, Statistical Package for Social Sciences (SPSS) 
version 15. The quantitative variables were illustrated with 
frequencies and percentages. The Chi‑square test was performed 
to find out the association between stigma and other factors. 
A probability (P value) level of  less than 0.05 was considered 
significant. For analysis purpose the five categories of  
socio‑economic status have been clubbed into three categories 
namely low, medium and high.

Results

Socio demographic characteristics
A total of  500 participants were included in the study, 
55 participants’ data were excluded from the analysis due to 
missing data. The results of  445 participants are presented under 
various domains as frequencies and percentages followed by 
their interpretation.

Of  the total 445 study participants, 224 were males and 221 
were females. The mean age of  the participants was 32.37 years 
(SD 10.62). The maximum age was 62 years and the minimum 
18 years. Around 68.17% were urban residents and 31.83% rural. 
The socio‑demographic variables are shown in Table 1.

Mental health knowledge and perceptions
Variables to assess knowledge and perceptions on mental health 
with frequencies and percentages are described in Table 2. 
Majority of  the participants were not aware of  the names of  

Tables 1: Socio‑demographic variables
Variables Frequency (n=445) Percentage
Gender

Male 224 50.34
Female 221 49.66

Age (years)
18‑25 132 29.66
25.1‑45 251 56.40
45.1 and above 62 13.93

Education
Primary 33 7.42
Secondary 152 34.16
Graduate/postgraduate 260 58.43

Total family income 
(Indian National Rupees)

≤1 lakh 14 3.15
1,00,001‑2 lakh 274 61.57
2,00,001‑3lakh 79 17.75
3,00,001‑4 lakh 38 8.54
4,00,001‑5 lakh 40 9

Marital status
Married 230 51.69
Single/unmarried 195 43.8
Widow/er 14 3.15
Divorced 6 1.34



Venkatesh, et al.: Perception of stigma towards mental illness in South India

Journal of Family Medicine and Primary Care 451 July 2015 : Volume 4 : Issue 3

mental illness. Those who knew among them only half  of  the 
participants could name only one of  the mental illnesses.

Majority of  the participants reported that, they would identify 
a mentally ill person by his behavior and attitude. Significant 
number of  participants believed that mental illness had no 
genetic inheritance. The self‑reported prevalence of  mental 
illness among the participants was 3.1%. Around 18% had at 
least one family member, relative or a friend having mental 
illness either currently or in the past with or known to them. 
Among all the participants, 14.59% had worked with PWMI 
some time in their lives.

Around three fifth of  the participants had no information on 
mental illness. Of  those who had information, 18.9% obtained 
from media, 12.4% from hospitals and health programs and 
7.9% through books and other sources. A significant number of  
participants (76.4%) would approach hospital for the treatment; 
approximately 1 in 10 reported they would go to traditional 
healers, whereas 14.4% had no idea on the treatment for mental 
health when asked about facility preference.

Prevalence of stigma toward mental illness
CAMI scale was used to assess stigma, under four components: 
Authoritarianism, benevolence, social restrictiveness and 
community mental health ideology. Based on the total scores of  
stigma of  CAMI scale, quartiles were considered as cut off  points 
for low, medium and high stigma. Less than equal to Q1 were 
considered as low stigma, Q1 to Q2 was considered as medium 
stigma and more than Q2 was considered as high stigma. Figure 1 
describes the prevalence of  stigma. The overall prevalence of  
stigma toward mental illness was 74.61% (95% confidence 
interval: 0.7057, 0.7866)

Stigma scores for CAMI
Table 3 shows the stigma scores for the components of  CAMI 
scale.

Authoritarianism (AU): Table 4 shows the distribution of  high 
stigma scores for AU. High stigma among females (79.6%) is 
seen under AU. Stigma scores for AU remain almost the same 
for marital status. Stigma is high among primary education level 
participants (81.8%) and among high social class people (83.3%).

Benevolence (BE): Table 5 shows the distribution of  high stigma 
scores for BE. High stigma among females (79.6%) was 
seen under BE. Stigma scores for BE remains high among 
married (77.8%) compared to unmarried, high among primary 
education level participants, (81.8%) and remains the same among 
all the social class people.

Social Restrictiveness (SR): Table 6 depicts the distribution of  high 
stigma scores for SR. High stigma among females (79.6%). Stigma 
scores remain almost the same for marital status, education level 
and all the social class people.

Community Mental Health Ideology (CMHI): Table 7 shows the 
distribution of  high stigma scores for CMHI. Stigma was seen 
to be high among females (79.6%). Stigma scores remain high 
among married (77.8%), high among primary education level 

Table 2: Mental health knowledge and perception
Variables Characteristics Frequency (%)
Names of  mental illness Yes 123 (27.64)

No 322 (72.36)
State minimum of  three 
names

3 47 (38.21)
2 11 (8.94)
1 65 (52.84)

Identify a mentally ill 
patient

Behaviour and attitude 290 (65.1)
Different from others 172 (38.65)
Lost in their world 125 (28.09)
Do not know 157 (35.28)

Genetically inheritance Yes 72 (16.2)
No 373 (83.8)

Means of  information 
obtained

Hospital 55 (12.4)
Books 31 (7)
Media 84 (18.9)
Do not know 271 (60.9)

Approach for treatment Hospital 246 (55.3)
Psychiatrist 94 (21.1)
Traditional healers 41 (9.2)
Do not know 64 (14.4)

Contact with any mentally 
ill patient

Yes 81 (18.2)
No 364 (81.8)

Suffered from mental illness Yes 14 (3.1)
No 431 (96.9)

Figure 1: Prevalence of stigma (uploaded separately) the distribution 
of stigma toward mental illness in the community

Table 3: Stigma scores for the components of CAMI
Characteristics n (%)

Low Medium High
Authoritarianism 114 (25.62) 121 (27.19) 210 (47.19)
Benevolence 115 (25.84) 119 (26.74) 211 (47.42)
Social restrictiveness 124 (27.87) 146 (32.81) 175 (39.33)
Community mental health ideology 127 (28.54) 131 (29.44) 187 (42.02)
CAMI: Community attitude toward the mentally ill
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participants (81.8%) and remain the same among all the social 
class people.

Discussion

To the best of  the author’s knowledge, this is the first study in 
South Asia region addressing the issue of  stigma faced by PWMI. 
Although mental illness is an important public health issue it has 
not been given much attention and very few studies have been 
conducted on stigma toward PWMI in the nation.

This study has provided a baseline to design and implement 
interventions to address the issue of  stigma in the region. With 
the help of  stakeholders who are involved in giving care to 
mentally ill people, we have come up with few interventions 
such as creating awareness and trying to bring about behavioral 
change in the community through mass media, local folk 
dances (e.g. Yakshagana) and healthcare workers. With the help 

of  a non‑governmental organization we have planned to conduct 
an intervention trial in one village as a pilot project.

Only literate participants were recruited in the present study 
which can be a potential source of  bias. Another source of  
bias could result from the sampling technique employed 
since participants were recruited conveniently due to time 
constraints.

The aim of  the present study was to assess the burden of  stigma 
toward PWMI as well as the factors associated with it. The overall 
stigma scores against PWMI were high among females and high 
social class people. The stigma score was also high in all the four 
subscales of  CAMI scale.

Studies conducted in Africa and Europe could not identify 
any association between gender and age with stigma toward 
PWMI.[12‑14] However, in the present study gender was associated 

Table 5: Distribution of high stigma according to BE
Variables Frequency (%) ‘P ’ value
Sex

Male (n=224) 154 (68.8) 0.009
Female (n=221) 176 (79.6)

Marital status
Married (n=230) 179 (77.8) 0.222
Single/unmarried (n=195) 138 (70.4)
Divorced (n=14) 8 (61.5)
Widow/er (n=6) 5 (83.3)

Education level
Primary (n=33) 27 (81.8) 0.525
High school and PUC* (n=152) 114 (75)
Graduate and post graduate (n=260) 189 (72.7)

Socio economic status
Low (n=288) 214 (74.3) 0.969
Medium (n=79) 59 (74.7)
High (n=78) 57 (73.1)

*PUC: Pre‑University Colleges; BE: Benevolence

Table 6: Distribution of high stigma according to SR
Variables Frequency (%) ‘P ’ value
Sex

Male (n=224) 159 (71) 0.822
Female (n=221) 159 (71.9)

Marital status
Married (n=230) 171 (74.3) 0.366
Single/Unmarried (n=195) 132 (67.31)
Divorced (n=14) 10 (76.9)
Widow/er (n=6) 5 (83.3)

Education level
Primary (n=33) 22 (66.7) 0.788
High school and PUC* (n=152) 108 (71.1)
Graduate and post graduate (n=260) 188 (72.3)

Socio economic status
Low (n=288) 205 (71.2) 0.983
Medium (n=79) 57 (72.2)
High (n=78) 56 (71.8)

*PUC: Pre‑University Colleges; SR: Social restrictiveness

Table 7: Distribution of high stigma according to CMHI
Variables Frequency (%) ‘P ’ value
Sex

Male (n=224) 152 (67.9) 0.009
Female (n=221) 169 (76.5)

Marital status
Married (n=230) 163 (70.9) 0.898
Single/Unmarried (n=195) 144 (73.5)
Divorced (n=14) 10 (76.9)
Widow/er (n=6) 4 (66.7)

Education level
Primary (n=33) 22 (66.7) 0.765
High school and PUC* (n=152) 110 (72.4)
Graduate and post graduate (n=260) 189 (72.7)

Socio economic status
Low (n=288) 200 (69.4) 0.969
Medium (n=79) 61 (77.2)
High (n=78) 60 (76.9)

*PUC‑ Pre‑University Colleges; CMHI: Community mental health ideology

Table 4: Distribution of high stigma according to AU
Variables Frequency (%) ‘P ’ value
Sex

Male (n=224) 155 (69.2) 0.012
Female (n=221) 176 (79.6)

Marital status
Married (n=230) 173 (75.2) 0.899
Single/Unmarried (n=195) 143 (73)
Divorced (n=14) 10 (76.9)
Widow/er (n=6) 5 (83.3)

Education level
Primary (n=33) 27 (81.8) 0.507
High school and PUC* (n=152) 110 (72.4)
Graduate and Post graduate (n=260) 194 (74.6)

Socio‑economic status
Low (n=288) 204 (70.8) 0.053
Medium (n=79) 62 (78.5)
High (n=78) 65 (83.3)

*PUC: Pre‑University Colleges; AU: Authoritarianism
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with the stigma toward PWMI. High stigma among females can 
be attributed to poor dissemination of  information on mental 
illness among them. The present study informs that the people 
belonging to high social class tend to have higher stigma and 
education could be a significant factor for this association. The 
high stigma among people belonging to the high social class 
might be because they are more concerned with their status and 
reputation compared to low social class people.

Although some of  the studies have found higher stigma among 
rural population, the current study does not provide evidence 
to this finding.[15]

The role of  education on stigma against PWMI has been 
neutral in the present study; however some studies reported that 
education has negative effect on stigma.[16,17] On the contrary, 
few others stated it to have a positive effect.[18] The few studies 
exhibited that providing exposure to mental health information 
can reduce stigma levels toward PWMI.[19,20]

Conclusion

Stigma is one of  the main barriers for quality mental health care 
and it takes diverse appearance in different forms. The present 
study was intended to assess the burden of  stigma toward PWMI 
as well as the factors associated with it. The overall prevalence of  
stigma toward PWMI was found to be high. The stigma toward 
PWMI was associated with gender with respect to AU, BE and 
CMHI. Hence, the study suggests that there is a strong need to 
eliminate stigma associated with mental illness to improve the 
mental health status of  the region. The results of  this study can 
act as a baseline to design and implement integrated interventions 
at different levels to address the issue of  stigma in the region.
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